This study examined perceptions of barriers to care among patients presenting through the emergency department with a suicide attempt. Eighteen patients were surveyed on their perceived access to providers and how they felt 6 distinct barriers limited their access to treatment. Although most (73%) reported having a health care provider they could have contacted before their suicide attempt, the majority (78%) reported at least 1 moderate barrier to care, with the most common barrier being difficulty finding transportation. Of those reporting any experienced barriers, 80% reported more than 1. Knowledge of the most prevalent and serious barriers perceived can subsequently be used to craft tailored follow-up instructions to prevent repeated attempts.
In 2013, a total of 41,149 individuals died by suicide in the United States, making it the tenth leading cause of death across all ages (CDC, 2015) . Furthermore, an estimated 1.3 million adults aged 18 and older attempted suicide (CDC, 2015) , and an estimated 9.3 million adults reported having had suicidal thoughts within the last year (SAMHSA, 2017) .
Most individuals who experience suicidal ideation do not receive treatment for these thoughts or associated depression (Bruffaerts et al., 2011) . Rudd, Goulding, and Carlisle (2013) found that although individuals recognize the warning signs of suicide, they tend to respond to these warnings with discomfort, uncertainty, and hopelessness about the eventual outcome. Individuals with mental illness are also more likely to be uninsured or on Medicaid compared with those without mental illness (Garfield, Zuvekas, Lave, & Donohue, 2011; Rowan, McAlpine, & Blewett, 2013) , and demonstrate concerns regarding the cost of treatment, inability to pay, and underinsurance (Walker, Cummings, Hockenberry, & Druss, 2015) . Lack of trust and confidence in health care providers, in addition to prior negative experience with mental health services, have also been identified as barriers to accessing treatment for suicidality (Gould, Munfakh, Kleinman, & Lake, 2012) . Cognitive models of suicidal behavior imply that these barriers to care may, in fact, function as additional stressors on an individual that increase the likelihood of a transition from ideation to attempt (Wenzel & Beck, 2008) .
A common feature of the extant literature on barriers to care is the focus primarily on access and attitudes about mental health services before a suicide attempt has been made (i.e., among low and/or high-risk patients). There are distinct differences between individuals with suicidal ideation and those who make an actual suicide attempt, with individuals with ideation being more likely to have a diagnosis of anxiety, a mood disorder, or a psychotic disorder (Chakravarthy et al., 2014) . These differences, however, are primarily identifiable after an attempt has been made, as researchers have consistently struggled to predict those who will experience ideation without an attempt and those who will ideate with an attempt (Klonsky, May, & Saffer, 2016) . The current study sought to expand on research relying on low-risk individuals and/or those with suicidal ideation by focusing on perceptions of access to care among patients who presented through the emergency department (ED) following an actual suicide attempt and who were then admitted to the hospital. This population is often very difficult to study, such that information on the perceived barriers to care experienced by these individuals could provide novel insight into efforts to improve subsequent treatment engagement.
Method

Participants and Procedure
The current sample of participants comes from a larger, multisite study of warning signs for suicide attempts (Military Suicide Research Consortium Award; PI Bagge, Conner). For this larger project, individuals ages 18 and older who were hospitalized following a nonlethal suicide attempt were recruited from 5 medical centers in the United States for the purpose of identifying proximal risk factors or "warning signs" for attempts examined through a rigorous retrospective interview. The current research was conducted at one of these medical centers, the University of Rochester Medical Center (URMC), where, after obtaining local IRB approval, a brief measure of perceived barriers to treatment was added to the standard study battery.
More specifically, participants were recruited two ways: (1) through referral from the Toxicology Consult Service at URMC following a suicide attempt by self-poisoning and/or (2) through identification and referral by members of the Emergency Department Research Associates program monitoring patient presentation for a suicide attempt or potentially associated complaints through the ED using the hospital electronic medical record. The Toxicology Consult Service was utilized in order to ensure all suicide attempts were enrolled given that poisoning/intentional overdose is the most common method of attempt, particularly among women (Tsirigotis, Gruszczynski, & TsirigotisWoloszczak, 2011) . Upon identification, the project research coordinator then confirmed initial eligibility using patient electronic medical records, approached patients and presented the study, confirmed patient decisional capacity, and obtained written informed consent. Patients who consented to participate then engaged in an extensive research interview with the project coordinator.
Measures
Access to providers. Participants were asked two questions on their access to providers: whether or not an individual had a doctor or doctor's assistant they could reach by telephone for medical problems and whether they knew of a health care provider they could have contacted who might have helped them before their suicide attempt.
Barriers to care. Participants were asked to report on six specific barriers of care that may have limited their ability to see a doctor in the past year. Items were selected and adapted from those used by Fitzpatrick and colleagues (Fitzpatrick, Powe, Cooper, Ives, & Robbins, 2004) , and consisted of (a) taking care of others (e.g., caring for a spouse or grandchildren), (b) difficulty finding transportation, (c) doctor/clinic/hospital bills, (d) work responsibilities, (e) fear that doctor will discover a serious illness, and (f) doctor is not responsive to my concerns. 
Plan of Analysis
Participant demographics and perceived access to care were described using frequencies/percentages and means/standard deviations/medians. Associations between variables were examined using Spearman correlations and 2 tests of independence with Yates corrections for small cell sizes. The study was approved by the URMC Research Subjects Review Board.
Results
Demographics
A total of 10 women (56%) and 8 men (44%) admitted to the hospital following a nonlethal suicide attempt were administered the measure of access to care (M age ϭ 29.83 years; SD ϭ 11.34). With regard to race, 14 participants were White (78%), 1 was Black (6%), and 3 were multiracial (17%), and 3 participants self-reported Hispanic/Latino(a) ethnicity (17%).
Method of suicide attempt included 13 by ingestion of prescription, over-the-counter, and/or recreational drugs (73%), 2 by strangulation (11%), 2 by cutting (11%), and 1 who used another method (6%). Three who attempted via overdose also intentionally lacerated their wrists (17% overall; 23% of overdoses), and one who attempted via strangulation also attempted via overdose (6%).
Access to Care
Most participants (n ϭ 15; 83%) reported they had a provider that could be reached by telephone for medical problems, while 13 (72%) reported that they knew of a provider they could have contacted who might have helped before their suicide attempt.
Fourteen of the 18 participants (78%) reported at least one moderate limitation on at least one of the six barriers surveyed, with only 3 participants (17%) reporting no limitations at all on any of the barriers surveyed. Table 1 presents the descriptive statistics associated with each barrier examined. The most frequently endorsed barrier was difficulty finding transportation, with 9 (50%) reporting at least a moderate limitation and 4 (22%) reporting that transportation difficulties limited access "a whole lot." Concerns over medical bills were not as prevalent (only 24% Ͼ score of 1), but were serious barriers (i.e., limited "a whole lot") for three participants (18%)
1 . The least endorsed barrier was a lack of doctor responsiveness to concerns.
Of those individuals reporting any experienced barriers, the vast majority (80%) reported more than one barrier. This clustering of barriers within individuals is also represented by the presence of several strong correlations between barriers, with (a) greater limitations due to caring for others associated with greater transportation difficulties, Spearman r ϭ .57, p ϭ .01, (b) greater limitations due to work responsibilities associated with greater limitations due to medical bill concerns, Spearman r ϭ .72, p ϭ .001, and (c) a perfect relationship (Spearman r ϭ 1.00) between limitations over fear that a doctor will discover a serious illness and limitations due to doctor unresponsiveness.
Participant age, sex, and method of attempt were not associated with access to care. The association between racial background and access to a health care provider who might have helped prior to the attempt approached significance, with 86% of White participants reporting access and 25% of non-White participants reporting access, 2 (1) with Yates Correction ϭ 3.09, p ϭ .08. Non-White participants (M ϭ 4.25) reported greater transportation-related barriers than White participants (M ϭ 2.21), t(16) ϭ 2.36, p ϭ .03, and White participants reported greater work-related barriers (M ϭ 1.79) to care than non-White participants (M ϭ 1.00), t(13.00) ϭ 2.24, p ϭ .04.
Discussion
The current study sought to characterize perceived barriers to care among individuals who make a suicide attempt by surveying patients in the hospital shortly after a nonlethal attempt. Results indicated that, although most of the patients in this small sample are able to identify a health care provider who could have helped prevent their suicide attempt and the majority indicates relatively prompt response times from provider, perceived barriers to care remain relatively prevalent. These findings imply that a reliance on models derived from general health services research to explain 1 Percentages based on available data. Don't know was reported by one participant regarding medical bills (n ϭ 17) and two participants regarding doctor responsiveness to concerns (n ϭ 16). This document is copyrighted by the American Psychological Association or one of its allied publishers.
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care delivery and access (e.g., the quad-function model; Shi & Singh, 2014) may demonstrate limited utility when applied to the population of suicide attempters, as well as behavioral health patients, in general. This class of models focuses largely on insurance coverage and monetary considerations when detailing who will access care, with relatively little emphasis on individual-level barriers that might limit access. The patterns of barriers to care endorsed were intriguing and potentially relevant for public health intervention programming. Specifically, it was encouraging that the least endorsed barrier examined was with regard to concerns about a lack of responsiveness from the patients' doctors. Previous research in depressed patients with chronic coronary disease has found that more depressed individuals tend to report poorer physician responsiveness to patient care preferences (Schenker, Stewart, Na, & Whooley, 2009) . Similar findings were found among depressed patients with Type 2 diabetes (Swenson, Rose, Vittinghoff, Stewart, & Schillinger, 2008) . The fact that this concern was not prevalent in the current study may be due to patients' state of mind at the time of interview (e.g., potentially appreciative following the failed suicide attempt), to preestablished rapport with treatment providers, or to other characteristics that distinguish this population of recent suicide attempters from other depressed patients. Whatever the reason, this pattern of patient perceptions of doctor responsiveness, if replicated in a larger sample, can be capitalized upon when preparing discharge instructions and plans for treatment.
The most prevalent barrier to care endorsed by patients was with regard to concerns regarding transportation to and from doctor visits. Previous intervention research on older adults with depression in Singapore (Nyunt, Ko, Kumar, Fones, & Ng, 2009 ) has found that eliminating physical/socioeconomic barriers to care seeking, including access to transportation, greatly impacts the rate of mental health care utilization. Future research should explore the feasibility, both physical and economical, of providing transportation services to mental health appointments for depressed patients with suicidal ideation. States are required to provide nonemergent medical transportation for patients with Medicaid coverage, although the implementation of these requirements is variable (https://www.cms.gov/Medicare-Medicaid-Coordination/ Fraud-Prevention/Medicaid-Integrity-Education/nemt.html). Furthermore, these programs do not extend to privately insured or Medicare patients. Mental health providers interacting with referred patients, as well as colleagues providing referrals, should be aware of these transportation concerns and how they could be addressed within their specific care setting (e.g., referring provider resources, state/regional implementation). Another avenue for mitigating the issue of transportation difficulties among depressed and/or suicidal patients is through telemedicine (for a review, see García-Lizana & Muñoz-Mayorga, 2010) . A recent study of older adult U.S. veterans with major depression showed that the effect of treatment via telemedicine was not significantly different than treatment in person (Egede et al., 2015) .
The finding that perceived barriers to care tended to cluster together within recent suicide attempting patients also has implications for discharge planning. Specifically, continuity of care following discharge might be facilitated by screening for these and other potential barriers to keeping appointments and by crafting targeted plans to mitigate these barriers (e.g., providing transportation and alerting patients about childcare services available). Given the results observed in the current study, these efforts to enhance continuity of care might be particularly effective for ethnic and/or racial minorities.
Limitations
The first and most pervasive limitation of the current study is the small sample size. Although the heterogeneity with regard to patient demographics and methods of attempt are desirable given this is a very difficult population to study, the precision of the point estimates and conclusions drawn are limited. The sample is also more balanced with regard to sex than the population of suicide attempters, as women make an attempt three times as often as men (AFSP, 2015) . Future research should seek to replicate these findings in a larger, more representative sample of recent attempters. Second, the measure used to assess barriers to care (Fitzpatrick et al., 2004 ) was limited to six specific, quantitatively indexed obstacles to accessing care. Future studies should seek to expand the specific barriers surveyed, while also potentially offering the chance for individuals to provide responses about other barriers not discussed. Third, the study only includes those individuals who survived their suicide attempt, such that we provide no insight into the perceived access to care of those individuals who completed their suicide attempt. This concern is fairly inherent in work with this population, although prospective collection of access to care data for at-risk individuals (e.g., those with serious depression and/or a previous suicide attempt) could mitigate this methodological concern. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
The current study identified several common concerns regarding access to care for individuals who recently attempted suicide. If replicated in a more generalizable sample, this information could prove useful to clinicians making preparations for patient discharge from the hospital. For example, the current findings imply that explicitly addressing concerns regarding transportation to follow-up visits and potential monetary costs associated with these visits in discharge plans (via face-to-face discussion and/or printed documentation) might facilitate greater mental health treatment initiation. More generally, it is important for providers to understand that, despite patient interest in care and insurance coverage, access can be compromised by unaddressed logistical and perceptual patient concerns. By discussing and potentially eliminating barriers to care at the patient level, individuals in this at-risk population may be more equipped to maintain engagement in efficacious treatment.
